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I. Introduction/Purpose 

The guidance provided in this document serves to assist those grantees awarded 
cooperative agreements as a result of the FY 2005 Child Survival and Health Grants 
Program RFA, in drafting Detailed Implementation Plans (DIPs). The due date for the 
final DIP is April 14, 2006. Grantees will receive written feedback on their DIP on or 
before June 1, 2006.  Feedback will be discussed at the Child Survival and Health 
Grants Program’s Mini-University during the week of June 5—9, 2006. At the Mini-
University, the CSHGP will approve the DIP or request the grantee to make specific 
revisions before formal approval is granted.  

In addition to this guidance, grantees should utilize the CSHGP’s "Technical 
Reference Materials" (TRMs), which describe the important elements of the child 
survival and health interventions and are based on international standards.  Both the 
TRMs and the DIP guidance should be part of the grantee’s resource materials. 

At the time of the DIP submission, a grantee may request to change the selection of 
interventions and implementation strategies from what was proposed in the original 
Cooperative Agreement, only with a clear and sufficient justification for the changes.  
Grantees considering a major change in the Family Planning or Tuberculosis 
categories should first consult with the Cognizant Technical Officer (CTO) before 
submitting a request for a change in the DIP.   

The DIP will be used by the CSHGP team to monitor progress in program 
implementation. It should also serve as the working document for the grantee’s field 
project staff, guiding day-to-day implementation and achievement of stated targets and 
results.  It is expected that the grantee program will be implemented according to the 
approved DIP.  Any further changes in the program description after the DIP has been 
approved, such as the interventions, site, or beneficiaries, must be proposed to and 
approved by the CTO and the USAID Agreement Officer prior to implementing the 
changes.  Annual reports based on the Annual Report Guidance should be submitted 
by October 31 of each project year to the appropriate CTO for approval.  Mid-term 
and Final Reports should be submitted according to the report guidance provided and 
timeline agreed upon in the cooperative agreement. 

The DIP guidelines have been updated this year with input from CSHGP partners to 
ensure that the final DIP is a technically sound document to be used as a management 
and implementation tool.  The final DIP submitted to USAID/W should contain, at a 
minimum, the information requested in this guidance.  However, a grantee may 
include any additional information relevant to the program to better facilitate program 
implementation and monitoring. The grantee may also modify the format of the DIP 
to allow for less repetition. 
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II. DIP Preparation and Review Process 

Important Dates: DIP Preparation and Submission 

April 14: Registration for Program Staff to attend the CSH 
Mini-University Event in Baltimore, MD (at 
www.childsurvival.com) 

April 14: Final DIP Due to CSHGP and CSTS+ 

June 5—9: CSHGP Mini-University; Baltimore, MD 

The DIP preparation and review process is intended to enhance the quality of child 
survival and health programs. Specifically, the process provides the opportunity to: 

 collect baseline quantitative and qualitative data to inform program priorities and 
strategies; 
	 create a shared vision among all program partners and strengthen partner 

relationships; 
	 revise, if necessary, and refine program goals, objectives/results, indicators and 

targets; 
	 strategize on major interventions; 
	 plan critical project tasks and activities; 
	 clarify roles and responsibilities of implementing groups; and 
	 prioritize planned activities. 

All these elements should be part of a deliberate effort to develop the project’s strategy 
with a view of maximizing the prospect for sustained child health improvements 
beyond the project timeframe.  Collaboration and effective partnerships are a 
necessary first step in this effort. 

Generally, the grantee and its local partners develop the DIP collaboratively at the 
field level. Many previous and current grantees have found that conducting a 
“planning workshop” with the appropriate stakeholders greatly facilitates the “buy-in” 
of those groups into the goals and objectives of the program, as well as facilitating 
implementation.  The workshop is an opportunity to review the findings of baseline 
surveys and develop key sections of the DIP.  Translation of the DIP into the local 
language and distribution of copies of the DIP (or key parts) to all partners and staff 
members involved in project implementation is encouraged.  This facilitates the full 
participation of all staff in the program and serves as a “common road map” to guide 
the program towards achieving its goals and objectives. 

Including partners and other stakeholders in the DIP process has in some instances led 
to the creation of a “technical advisory group,” which then meets, on a regular basis, 
during the implementation phase, to review progress and to advise on project 
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implementation.  These advisory groups can tap into national and regional technical 
expertise (universities, the MOH at a national level, UNICEF, WHO, local USAID 
Mission, other bilateral partners, etc.) to provide input and oversight on the design 
phase, continuing throughout the project. 

DIP Review Process: 

Grantees will participate in a face-to-face DIP review process as part of an integrated 
technical workshop or “Child Survival and Health Mini-University.” The Mini 
University provides technical updates as well as exposure to other CSHGP grantees 
and their partners.  The Mini-University event is tentatively set for June 5 - 9, 2006 
in Baltimore, MD and is usually scheduled to follow the annual Global Health 
Council meeting (planned for May 30 - June 2, 2006 in Washington, DC).  

In preparation for the Mini-University and DIP review, grantees are required to submit 
their final DIP to USAID by April 14, 2006. The DIP will be reviewed by the 
CSHGP team and technical experts who will provide comments and feedback to DIP 
writers the week before the Mini-University. 

Topic areas for the Mini-University sessions are identified based on an analysis of the 
interventions and strategies included in the FY 2005 funded applications.  Grantees 
may also suggest additional relevant technical areas of interest to be addressed by 
sending ideas csts@orcmacro.com, with the title “Mini-University Suggestions”.  
Technical updates, presentations and agendas from past Mini-Universities are 
available at http://www.childsurvival.com/documents/workshops_1.cfm. 

The purpose of the Mini-University is for grantees to consult with technical experts 
and colleagues through panel presentations and sessions; to assist with improving 
selected CSHGP interventions in terms of programming and technical content; and to 
hold consultative discussions with representatives from the CSHGP team, the Child 
Survival Technical Support Plus contract, USAID/Global Health Bureau and its 
Collaborating Agencies, NGO/PVO peers and other technical experts.  The format of 
the event changes from year to year, but normally includes DIP review meetings; 
technical updates on important global health interventions; practical sessions on 
tools/techniques that are appropriate to community-based programs; and updates on 
lessons learned and promising practices that are emerging from the larger portfolio of 
CSHGP Grants.  

An approval decision of the DIP will occur during the Mini-University.  Based on 
reviewer feedback, the DIP may be approved, or the grantee may be requested to make 
revisions to the DIP before final approval is granted.  After the Mini University, the 
CSHGP will send a formal letter to the grantee stating DIP approval status.  

Grantees who are preparing a DIP for 2006 will be expected to participate in the 
following activities at the Mini-University: 
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	 Presentation of their Detailed Implementation Plan at the DIP review 
meetings. These meetings are attended by CSHGP staff, individuals who 
have reviewed the grantee’s DIP, and others who are interested in learning 
more about the project. Guidelines for preparing these presentations are 
included in ATTACHMENT A of this document.  Grantees will be 
contacted in April 2006 by a representative from the CSTS+ project to 
schedule the specific day on which the DIP review meeting will occur 
during the Mini-University event. 

	 Peer review of one other DIP in this cohort of grantees.  This responsibility 
will include review of the assigned DIP during the month of May, 
submission of written comments by May 31, and participation in the 
corresponding DIP presentation at the Mini-University.  Peer reviewers are 
matched with DIPs for programs that have similar interventions or will be 
operating in similar countries/regions, and believe that the peer review 
process is often the first step in building long-term, in-country collaborative 
relationships between grantees. 

	 In some cases, participation in a panel discussion.  Grantees may be asked 
to participate in a panel discussion on a specific topic or cross cutting 
theme related to their grant or to their organization’s experience in a 
specific area.  Panel topics are normally confirmed in mid-April.  Grantees 
will be contacted by a CSTS+ representative in early May, 2006 if they will 
be requested to contribute to a panel discussion. 

Grantees are strongly encouraged to send at least one headquarters staff member (i.e., 
the HQ Technical Backstop), the field-based project manager, and a local partner, to 
the extent that this is feasible, to the Mini-University for the full five days of the event. 
If a grantee has not budgeted for this level of participation, budget realignment may 
be necessary and will be supported by the CSHGP CTO.  All sessions will be 
conducted in English, so grantees should take this into consideration when selecting 
their team.  Please register grantee participants by April 14th at 
www.childsurvival.com. 

If a grantee foresees any problems in having at least one representative participate at 
this event, please contact the CSHGP CTO so that other arrangements can be made for 
the DIP review.  

The success of and degree of learning accomplished by the Mini University event 
depends to a large extent on the full and active participation of all partners.  
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III. Submission Instructions 

1. General  formatting instructions: 

On the DIP cover page, please include the following: name of grantee, program 
location (country and district), cooperative agreement number, program beginning 
and ending dates, date of DIP submission, and (on the cover or on the next page) 
the names (including consultants) and positions of all those involved in writing and 
editing the DIP. 

Include in the attachments of the DIP other relevant aspects of the program that 
may not be covered in the DIP Guidance.  Please include enough detail so that the 
intervention is clear.  This will enable reviewers to provide meaningful feedback. 
Keep in mind that reviewers of the DIP will not have read the original project 
application; therefore, the DIP should be considered as a stand-alone document for 
this DIP review process.  

Limit annexes to those that are essential to understand the program (See Section V). 
All annexes should be in English or accompanied with a translation.  One annex 

should include a copy of the jointly developed and signed agreements, which 
clearly delineate the roles and responsibilities of each partner.  

Use a 12-point font that is clearly legible. 

2. Complete the online CSHGP Project Data Form for each project. 

This form is the CSHGP’s central source for project data that can be accessed 
quickly to respond to questions from interested stakeholders about the overall 
portfolio of grants. 

It includes key contact information for the project; a project description, including 
a description of the project area; information on key project partners and 
subgrantees; information on key project strategies and activities within each 
intervention area; information on project beneficiaries; and the template for 
reporting on the Rapid CATCH indicators with standard definitions.  

The form can be found at 
http://www.childsurvival.com/projects/dipform/login.cfm. A password has been 
assigned to each grantee in order to access and enter project information (and can 
be used to access all child survival projects for a given organization).  To obtain a 
password, please contact the CSTS+ Project directly at (301) 572-0823, or send an 
email to csts@orcmacro.com. Detailed information on completing the form is 
available through individual 'Help File' links. 

When you complete this form for your project’s DIP, please also check the project 
data forms for any other CSHGP projects that your organization has, to ensure that 
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HGP Grantees are required to conduct a baseline assessment of their target site. 
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ll the apid CATCH  Assessment Tool on Child Health) indicators at 
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 and questionnaire in English. 

or grantees implementing Tuberculosis and Family Planning interventions, 
pecific TB and FP indicators are required for collection at baseline and final 
valuations.  

ubmit a Final DIP to GH HIDN CSHGP on or before Ap il 14, 2006

Submit the Final DIP to GH/HIDN/CSHGP in the form of one (1) original and one 
(1) copy, and one diskette or CD in Microsoft Word 2000.  The original version of 
the DIP should be double-sided and unbound.  The hard copy should be double-
sided and bound. DIP annexes that are available as hard copies should be scanned 
and included in the electronic version submitted on diskette or CD.  Also, please 
send an electronic copy with attachments to CSTS+ and to your respective USAID 
Mission contact in-country for their review.  

Failure to submit a DIP on time to USAID could result in a material failure, as 
described in 22 CFR 226.61.  If there are circumstances beyond the grantee’s 
control that have had an impact on the ability to complete the DIP on time, please 
contact the CSHGP Technical Advisor or CTO (see attached country responsibility 
list in ATTACHMENT C). 

Address DIP to: 
Susan Youll 
USAID/GH/HIDN – Child Survival and Health Grants Program 
1300 Pennsylvania Avenue 
RRB, Room 3.7-074 
Washington, DC  20523-3700 

DIPs sent to CSTS+ should be addressed to: 
Attention: Deborah Kumper 
ORC MACRO – Child Survival Technical Support Plus (CSTS+) 
11785 Beltsville Drive 
Calverton, MD 20705 
Deborah.K.Kumper@orcmacro.com 
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5.	 Submit the Final APPROVED DIP to the CSHGP, CSTS+ and the USAID 
Mission 

Once approval of the final DIP is granted based on modifications that are made 
after the CSHGP Mini-University, submit one hard copy and one electronic copy 
each to the CSHGP, CSTS+, and the relevant USAID Mission at the addresses 
outlined above.  (Note:  At the Mini-University, grantees will discuss with the 
CSHGP any modifications that are required, if at all, for approval of the DIP).  

6.	 Submit the Final APPROVED DIP to the Development Experience 
Clearinghouse 

In accordance with the USAID AUTOMATED DIRECTIVES SYSTEM (ADS) 
540.5.2, please submit one electronic copy of the Final Approved DIP to the 
USAID/PPC/CDIE Development Experience Clearinghouse (DEC).  Please 
include the Cooperative Agreement number on the electronic DIP submission.  
Electronic documents can be sent as e-mail attachments to 
docsubmit@dec.cdie.org. For complete information on submitting documents to 
the DEC, see http://www.dec.org/submit/. 

7.	 Refer to Flexible Fund Guidance for 100% Family Planning Programs 

Please refer to the Flexible Fund Guidance for Grantees found on the CSTS+ 
website at http://www.childsurvival.com for instructions on what information to 
include in the DIP that pertains to family planning.  CSGHP grantees are not 
required to submit a separate PIP to the Flexible Fund, however, it is important 
that CSHGP grantees review the contents of the Guidance to ensure that 1) 
together, the original Application and the DIP provides adequate information about 
the family planning intervention, and 2) the program’s M&E plan includes the 
tracking and reporting of the Flexible Fund core indicators.  

If a grantee program is 100% focused on family planning, the program is receiving 
support from USAID core population funds, channeled through the GH/PRH 
Flexible Fund.  Please refer to the USAID document titled the Guidance on the 
Definition and Use of the Child Survival and Health Program Fund and the 
Global HIV/AIDS Initiative Account for specific information relating to the use of 
USAID population funds and reporting requirements.  The latter document, also 
known as the blue book is updated each year.  The most recent version is dated 
July 22, 2004 and is available on the Internet at this web address: 
http://www.usaid.gov/policy/ads/200/200mab.pdf. Pages 42-51 are particularly 
relevant for programs implementing family planning activities. 

Grantees implementing FP activities are encouraged to be in contact with the 
CSTS+ FP/RH Technical Advisor, Janet Meyers at (301) 572-0398 or 
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Janet.L.Meyers@orcmacro.com. CSTS+ is available to answer questions and 
review early DIP drafts and provide feedback and suggestions. 
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IV. DIP Guidance 
The following sections should be included in the DIP. 

A.	 Executive Summary 

The Executive Summary from each DIP is used by GH/HIDN as an informational 
document for decision-makers, Congress, public inquiries, the press and others.  
Therefore, this section should contain the information that the grantee believes best 
represents its program.  The executive summary is limited to two pages and should 
briefly include all the following: 

•	 Program location. 
•	 Problem statement. 
•	 Estimated number of beneficiaries, broken down by children under five and 

women of reproductive age.  Please disaggregate children under five in the 
following categories: under 12 months, 12-23 months, 24-59 months.  For TB, 
estimate the population that will be covered by DOTS and the estimated 
number of TB cases in the area.  For FP, estimate the population of the target 
group by category (i.e., WRA, men, youth). 

•	 Program goals, objectives/results and major strategies. 
•	 A break down of the estimated level of effort devoted to each intervention 

using the list of interventions in Section I of the FY 2005 RFA. (e.g., 
immunization – 30%, control of diarrhea disease – 45% and pneumonia case 
management – 25%.) This list is also included in ATTACHMENT D.  Indicate 
any proposed Operations Research and/or anticipated documentation strategy 
for the project. 

•	 Local partners involved in program implementation, including roles and 
responsibilities. 

•	 The category of the original CSHGP application (entry, standard, cost
 
extension, expanded impact, TB or FP).
 

•	 The start and end dates. 
•	 The level of funding. 
•	 Name and position of the local USAID Mission representative with whom the 

program has been thoroughly discussed. 
•	 Main writers of the document. 
•	 Contact person at grantee organization’s headquarters for the program. 

B.	 CSHGP Data Form 
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Please include a copy of the completed on-line form, including the Rapid CATCH 
indicators, and place it after the Executive Summary.  See “Submission 
Instructions”, #2 (on the previous pages) for details on how to complete the form 
on-line.  TB Programs should refer to ATTACHMENT E for guidance on indicator 
selection.  Note: Rapid CATCH indicators do not apply to grants awarded under 
the TB and FP Categories. 

C. Description of DIP Preparation Process 
Briefly describe the steps taken to prepare this DIP, as well as project start-up 
activities which have taken place since the award, including baseline studies.  
Include a list of the staff, partners and various stakeholders who participated in 
planning, the methods used, the number of days spent on DIP preparation, and 
planned follow-up activities. 

D. Revisions (from the original application) 

Describe the changes made in the DIP from the proposed application, if applicable. 
The Detailed Implementation Plan should be in line with what was proposed in 
the application.  If there are changes in the program description (including goals 
and objectives), budget, site, additions or deletions of child survival or health 
interventions, please state these changes and describe the rationale for any changes 
between the corresponding sections in the Cooperative Agreement and those 
discussed in the DIP. Include in the discussion any responses to proposal review 
comments and, if applicable, final evaluation recommendations. 

If there have been changes to the program's site, location, selection of 
interventions, number of beneficiaries, international training costs, international 
travel plans, indirect cost elements, or the procurement plan that have budget 
implications, include a revised budget with the DIP.  The revised budget is to be 
submitted on revised Forms 424 and 424A with a supporting budget narrative 
highlighting all cost changes. 

If there have been no changes, please state this, and do NOT submit a revised 
budget. 

E. Detailed Implementation Plan 

The Detailed Implementation Plan document should be comprehensive enough to 
allow the reviewer to have a strong understanding of the program context.  Based 
on the original proposal and a more in-depth analysis/assessment of the health 
situation at the project site, the DIP should include: 

 results of baseline assessments, 
 a description of the overall approach,  
 a discussion of program interventions and strategies, 
 measurable objectives and targets, 
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	 a monitoring and evaluation framework, 
	 a management plan and an organizational chart,  
	 a detailed work plan including major activities and time frames for the life of 

the project, 
	 a revised budget (if applicable). 

If a topic in the DIP Guidelines does not apply to the program, please indicate this. 
If the program has not yet obtained sufficient information to fully describe an 
element, then describe plans to obtain this information. 

1.	 Program Site Information 

This information expands on that provided in the application.  

a. Please include in an annex, a legible map showing the location of the program 
impact area(s) relative to other regions of the country, and the program area itself.  
To the extent possible, label towns, existing hospitals, health centers, clinics, 
and/or health posts. 

b. State the estimated total population living in the project site.  What are the totals 
of target beneficiaries? (i.e. number of infants, 0-59 month old children, women 
15-49 year old). Please disaggregate children under five in the following 
categories: under 12 months, 12-23 months, 24-59 months.  For TB, estimate the 
population that will be covered by DOTS and the estimated number of TB cases in 
the area.  For FP, estimate the population of the target group by category (i.e., 
WRA, men, youth). 

c. Discuss the health status of the population including under-five and maternal
 
mortality rates, nutritional status and major causes of mortality and morbidity.
 
Please cite sources of data.
 

d. Describe other factors that influence health.  This may include, but is not
 
limited to:
 
•	 Economic characteristics of the population such as: the general economy of 

the community and the nature and location of family members’ work.  
•	 Social characteristics such as: religion, different ethnic groups, female 

literacy, the status of women 
•	 Cultural beliefs and practices and influential decision-makers and 

community networks relevant to promoting key family and community 
practices. 

•	 Any potential geographic, economic, political, educational, and cultural 
constraints to child survival activities which are unique to this location. 

e. Discuss the current status and overall quality of health care services in the site, 
including existing services (i.e. those of grantee organization, other U.S. 
NGOs/PVOs, the MOH, local NGOs, the private commercial sector, and 
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traditional health providers), where people currently seek care, the current level of 
access, barriers to access (e.g. cost for services, distance to facilities, and 
transportation), client-health worker interaction, standard case management and 
availability of drugs.  Include a table outlining resources per sub-area, e.g. a list of 
all health facilities with staffing levels, how many CHWs per village, etc.  If more 
detailed information is needed for a specific intervention, describe this in the 
intervention section.  

f. Identify any groups in the program site that are considered disadvantaged, at high 
risk of death, under-served or living in extreme poverty. 

g. Linkages and Complementary Activities: Briefly describe health sector 
programs that other agencies are involved with in the same geographic area which 
may provide an opportunity for partnering and to ensure there is no duplication of 
effort (e.g., Agency X is distributing bed nets and PVO Y conducts malaria 
education).Briefly describe other sector programs that the grantee’s organization is 
involved with in the same geographic area (e.g., Title II, education, agriculture) 
where innovative opportunities may exist for synergies of programs (e.g., C-IMCI 
in Title II programs).  

2. Summary of Baseline and Other Assessments 

Provide a summary of the findings of baseline assessments and other 
quantitative/qualitative studies and analysis carried out that support the proposed 
interventions/strategies.  Include a discussion of any programming priorities 
identified and/or confirmed as a result of the findings from the baseline 
assessments and what implications these may have for selected child survival and 
health interventions, budget, staffing, etc. Describe any differences between the 
population proposed in the original application and the population now targeted in 
this DIP.  Include the baseline survey report(s) including the survey 
questionnaire(s) in an annex to the DIP. 

a. Briefly describe the types and methodology of baseline assessments conducted 
or to be conducted by the project, both qualitative and quantitative.  Discuss the 
sampling technique and interview process used for the baseline assessments.  For 
those still to be completed, please discuss the timeline for these and how the 
project will use the results to inform project planning.  Examples of baseline 
assessments may include, but are not limited to, a census, a population level 
baseline survey (i.e., KPC survey), a health care providers assessment (i.e., during 
a facility assessment or a health worker competency survey), national TB 
review/assessment, a TB cohort analysis, an organization and/or partner capacity 
assessment and any complementary qualitative research. 

b. Discuss the potential constraints to achieving program objectives based upon the 
local or country context, and project strategies for overcoming these constraints 
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c. Give the most up-to-date coverage estimates in the service area relevant to each 
intervention.  Use intervention specific statistics (e.g., include the DPT drop-out 
rate for EPI). 

d. Provide the most recent disease surveillance data available (i.e. from local 
HMIS) for the program area, and discuss the quality of the data, including the 
completeness of reporting. 

CSHGP Grantees are required to collect all the Rapid CATCH Indicators at the 
time of the baseline assessment.  The rationale for this is that even if some of the 
Rapid CATCH indicators do not relate specifically to proposed project 
interventions, they provide information on critical, life-saving household behaviors 
and care-seeking patterns that assist projects and their local partners in program 
management and decision-making.  (Please note the exception for non-malaria 
areas.) See ATTACHMENT B for the required list of Rapid CATCH indicators.  
For grantees implementing Tuberculosis and Family Planning programs, specific 
TB and FP indicators are required for collection at baseline and final evaluations. 

At final evaluation, all programs are required to collect data on indicators relevant 
to their program objectives and activities, including all Rapid CATCH indicators.  
Collection of quantitative data at the Mid-term evaluation, in order to monitor 
progress on objectives, is optional.  In order to collect these indicators, USAID 
highly recommends that grantees conduct a population level baseline survey using 
the KPC 2000+ Survey Tools and Field Guide which includes the Rapid CATCH, 
and is available on line at: http://www.childsurvival.com/kpc2000/kpc2000.cfm. 
Grantees who plan to use a methodology other than the standard KPC should 
contact USAID or CSTS+ to discuss the proposed changes before conducting the 
survey. 

NOTE:  Programs that are exclusively TB or Family Planning (FP) in focus are not 
required to collect Rapid CATCH indicators, but should collect data for the 
standard indicators designated for these types of programs.  Grantees in these 
categories should speak to the Primary Contact or CTO before proceeding with 
baseline assessments.  Guidance regarding indicators for FP is available at: 
http://www.childsurvival.com/flexfund/flex_fund.cfm. Guidance regarding 
indicators for TB is contained in ATTACHMENT E of this document. 

USAID/GH/HIDN believes that collecting, analyzing, interpreting, using and 
sharing this information (specifically, the Rapid CATCH data) has the potential to 
save the lives of children and mothers.  USAID will use these data for results 
reporting and to examine trends across the CSHGP portfolio of child survival and 
health grants.  This information will be essential to ensuring continued support for 
the program from Congress and tracking changes in child health.  Grantee 
programs will not be held accountable for achieving progress on indicators for 
which they have not proposed specific interventions.  
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2. Program Description 

OVERALL PROGRAM STRATEGY 

Based on the above assessments, and the grantee’s original proposal, describe the 
overall strategy for implementing the program.  Present a results framework that 
clearly represents the program’s expected results and overall objectives, and 
briefly describe the project strategy for achieving these results (e.g., through the C-
IMCI strategy; through a strategy based on mobilization of cadres of community 
health volunteers; through a strategy to effect policy changes at the national level). 
Please see ATTACHMENT F for an example of a results framework.  

If this is an Expanded Impact project, including bundled programs, please discuss 
the project’s approach and strategy for implementing a scaled-up program to 
promote the use of proven health interventions and/or strategies. As applicable, 
please discuss any planning and decision-making for prioritizing, streamlining, and 
phasing of technical interventions in the context of a scale strategy. 

Highlight the key behaviors that the project will focus on and the channels of 
communication selected for influencing behavior change. 

Briefly discuss the quality improvement strategy, focusing primarily on the main 
components of this strategy and the levels of the system at which these will be 
operationalized.  Please highlight mechanisms to strengthen the linkage between 
the different levels of input (e.g. community and facility), as applicable. 

Describe any new or innovative approaches, activities or strategies to increase 
coverage, reach the under-served populations, involve the community to increase 
coverage or improve health status, that may be applicable on a wider scale or 
beneficial in other areas or programs. 

Please describe the program’s sustainability strategy with respect to the health of 
the community and the delivery of services to this community, capacity and 
viability of local organization(s), and capacity of the community in its larger 
environment. 

Include a discussion of how this project fits strategically into the grantee’s other 
activities in the project area, or activities of other organizations working in the 
project area. 

Describe the process undertaken to select and involve relevant in-country 
organizations in the design and implementation of the program.  This section 
should briefly describe all in-country partners that are collaborating with the 
program. 

Briefly describe the roles of major partners, and attach in an annex a copy of the 

16 



jointly developed and signed agreements, which clearly delineate the roles and 
responsibilities. 

Describe the overall training plan for the program.  Discuss the topics, content, 
methods and duration of training; specify who will be trained, number of trainees, 
who will be trainers, and length of training (i.e. 240 CHWs for 10 days, in groups 
of 24, by 2 trainers plus 1 MOH, 1 grantee and 1 partner training on C-IMCI). 
Describe how the program will monitor and evaluate the effectiveness and impact 
of the training (e.g., performance-based training, ongoing supervision, refresher 
courses, training follow-up, etc.).  In the M&E section, be sure to include any 
indicators of training effectiveness. 

Explain how the project’s objectives and activities contribute to the CSHGP’s and 
relevant USAID Mission’s Program Results, and clearly identify the specific 
CSHGP program results that this project will support. Please include a discussion 
of how this project fits in with the Mission’s strategy and ways that the project will 
work with the Mission and its bilateral programs, particularly at national level.

 INTERVENTION SPECIFIC APPROACH 

Please describe each CSH intervention and the activities that will be 
implemented to achieve the project objectives.  In addition to the guidance 
provided below, please refer to the Technical Reference Materials (TRMs) 
as a reference guide for specifics for each intervention area.  

Under each intervention area, please address the following (as applicable). 

a. Behavior Change & Communication 

i. Describe how existing information, combined with any plans to 
conduct formative research, will be used to develop a strategy to 
facilitate the adoption of prioritized behaviors. 

ii. Provide an overview for the planning for the development of a BCC 
strategy  (e.g. key behaviors prioritized for the program and how the 
strategy will address the barriers and facilitators for promoting these 
behaviors, the levels at which inputs will be made and the various target 
audiences, and the main channels of communication). Highlight plans to 
develop and/or refine and utilize existing BCC messages and materials. 
Please also indicate mechanisms to involve relevant stakeholders in the 
decision-making process and any plans for capacity building of partners 
for implementing the BCC strategy. 

iii Use of the BEHAVE framework (a behavior change intervention 
matrix) is recommended for organizing the information associated with 
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each prioritized behavior and for decision-making associated with 
designing and operationalizing a BCC strategy. For each desired health 
outcome, describe the following: 

•	 Who the target audience is. 
•	 What behavior they will be asked to carry out. 
•	 Major factors that influence the behavior. 
•	 Activities that will be carried out to facilitate the behavior at each 

level from policy to community and individual. 

Please see the TRM section on Behavior Change Interventions for an 
example of the above. 

b. Quality Assurance 

i. Discuss MOH policies, strategies and/or case management policies 
or current services for each intervention. 

ii. Explain how the program will define, measure and improve quality 
to address the gaps and opportunities for quality improvement within 
the existing system. Provide examples of how Quality Assurance (QA) 
methods will be applied at the various implementation levels (i.e. 
district, health facility, community, etc.). 

iii. Describe the supervisory system that currently guides health service 
delivery at all levels in the project area.  How will the project 
strengthen or change this system? 

iv. Describe the tools to be used by the project to promote quality of 
service (such as guidelines, training curricula and manuals, protocols, 
algorithms, performance standards and supervisory checklists, etc.).  
Briefly describe how these tools will be used to assess and improve 
performance.  

v. Discuss the availability of health-related products-drugs, vaccines, 
micronutrients, equipment, etc. 

o	 What commodities/services are essential to the success of the 
intervention? 

o	 Discuss how reliable the supply of essential 
commodities/services is now and how the supply will be 
ensured during the life of the program, including the source 
from which the program will obtain supplies (such as 
antibiotics, vaccines, micronutrients, etc.). 

o	 Discuss likely constraints to the success of “supply-dependant” 
activities and approaches to overcome these constraints. 

o	 Describe how the quality of supplies will be monitored (e.g., 
cold chain maintenance and monitoring). 
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o	 Discuss how the program will ensure safety (i.e., disposal of 
syringes and sharps, avoiding misuse of antibiotics, safe use of 
insecticides for re-dipping nets).  

c. Access to services 

i. Using the barriers to access (e.g. cost for services, distance to 
facilities, and transportation) discussed earlier in the program site 
section, describe how the project will address access to quality services. 

ii. Discuss how the project will increase equitable access to and use of 
services by under-served and disadvantaged groups, including gender 
inequalities. 

4. 	Program Monitoring and Evaluation Plan: 

a. Describe the current information system in the target area (community, 
district, region, etc.) and how/if the project’s HIS will differ.  Describe 
points of overlapping data and how data will be integrated.  Discuss how 
facility-based data will be combined with community-based data. 

b. The following points may be addressed in a table, and will be updated to 
serve through the life of the project.  Note: A sample M&E template is 
provided in ATTACHMENT G. 

i. List the results-based objectives for selected child survival and health 
interventions; 

ii. Define indicators used to measure program objectives/results and 
method(s) of measurement; 

iii. Define the indicators that will be used to measure progress toward 
sustained health outcomes. 

iv. Describe how the data will be collected by including sources of data 
(e.g., facility-based records, household surveys, rosters, etc.), and 
frequency of collection. 

c. How will data quality be ensured? 

d. Describe the monitoring tools which will be used (such as PRA, PLA, 
other participatory methods, LQAS, ISA, QA, cohort analysis, others), the 
tools developed by the project (if any), who will develop the tools, and who 
will field test the tools and produce them. 

e. Describe how the data will be collected by including the following 
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descriptions: 

i. Sources of data (e.g., routine HMIS, facility-based records, household 
surveys, rosters, etc.) 
ii. Process to determine the population denominator and how eligible 
women, children, newborns and others will enter and participate in the 
program. 
iii. System for data collection including frequency, sources, process, 
and how the process will be supervised to ensure data quality.  
iv. Indicate how program staff (including that of PVO and partners) and 
beneficiaries will participate in data collection. 

f. Describe how and by whom data will be analyzed and used to monitor 
program progress, improve program processes and program performance.  
Describe how the results will be shared and used with the stakeholders and 
partners (e.g., district level health officials, MOH authorities, grantee’s 
home office and the larger NGO/PVO community).  Specify how results 
may be used for advocacy in-country or internationally.  Discuss how the 
community/beneficiaries will use the data and benefit from it. 

h. Discuss the project's plans for on-going assessments of essential 
knowledge, skills, practices and supplies, pharmaceuticals and equipment 
of health workers and facilities associated with the project, and the use of 
findings to improve the quality of services. 

i. Describe who will be responsible for M&E of the project and the role of 
partner organizations and communities in the M&E system. 

j. Describe how M&E skills of local staff and partners will be assessed and 
strengthened. 

k. Describe what aspects of the M&E system may be sustained by the 
community after the project is completed. 

l. Discuss operations research ideas that will be carried out during the 
program and how this operations research may further contribute to the 
project activities. 

m. Clearly identify the CSHGP Program Results that this project will 
contribute to, including indicators and data sources that will be used to 
report on the project’s contributions to the CSHGP Program Results.  (see 
Attachment H for an overview of the CSHGP Results Framework).   

n. Clearly identify the USAID Mission Program Results that this project 
will contribute to, including indicators and data sources that will be used to 
report on the project’s contributions to the Mission strategy.  Please also 
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discuss the method used to communicate these contributions to the 
Mission.  

o. For TB programs, keep the following in mind: 

	 Internationally recognized indicators and standardized reporting, 
monitoring and evaluation tools and criteria (e.g. reporting forms, 
cohort analysis) have been established by WHO and should be used. 

	 The development or strengthening of the TB information and 
monitoring/evaluation system should not be done independently of 
the MOH system. 

p. Evaluation plan: Propose a plan and identify dates for the program mid-
term and final evaluations. Once the plan is approved with the DIP, this 
will be the program’s evaluation plan. Propose the optimal month in which 
to carry out the evaluations, taking into account conditions in country (e.g. 
seasons, local/religious holidays) and the program timeline. 

Note: A sample M&E template is provided in ATTACHMENT G. 

5. 	Program Management 

Provide an overall discussion of the management structure for this program, at 
the US headquarters, within the field program, and with partners at all levels. 
Include the responsibilities of all principle organizations and staff involved, 
reporting relationships, authority and decision-making processes, and lines of 
communication within and between each of these organizations. Please include 
an organigram indicating relationships and communication with key 
stakeholders of the project (i.e. the grantee at various levels, MOH, USAID 
Mission and local partners).  For bundled programs, please indicate 
communication between grantee and partners at HQ and field levels. 

In an annex, please provide an updated organizational chart that outlines the 
project staffing structure indicating roles and responsibilities, lines of authority 
and level of effort.  Please also include mention of the linkage with the HQ 
technical backstop for the program. 

Discuss how the U.S. headquarters will ensure transfer of skills, information, 
technical assistance/updates, and lessons learned with the field program. Also 
discuss exchanges between the field and headquarters. 

Discuss any technical assistance and training needs and how these needs will be 
addressed over the life of the project (i.e. consultants hired, topics covered, 
etc). 

Discuss how workers will be supervised, by whom, and how competency will 
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be measured and improved – if not previously discussed in the Organizational 
Development Section. 

Include the resumes/CVs of key grantee headquarters and in-country program 
staff in an annex, if these have changed from the application and include any 
job descriptions for vacancies. Discuss backstopping responsibilities for 
headquarter staff, including how many site visits will be made each year, how 
long, and the monitoring tools that the organization will use. 

6. Organizational Development (for Entry/ New Partner grantees) 

The CSHGP is interested in documenting not only the technical results of the 
projects it funds, but also the capacity development that new partners 
experience from participating as grantees.  CSHGP grantees not only 
contribute to population-level health outcomes and development of local 
capacities in country, but also to the capacities of their primary implementing 
partners (e.g., grantees) to carry out similar programs for other donors and in 
other settings.  For grantee organizations new to the CSHGP, please use the 
questions below to guide a discussion of how the project will track changes in 
the grantee organization’s capacity over the life of the grant. 

	 Discuss the grantee’s present capacity to both implement and provide 
backstop support for this project; refer to a recent assessment, or plans 
to conduct a capacity assessment.  Consider capacity to include such 
areas as technical knowledge and skills, human resource management, 
organizational learning, financial resource management, administrative 
infrastructure and procedures, and management practices and 
governance. 

	 Describe any plans the grantee organization has for strengthening its 
capacity in any of these areas over the life of the grant.  What 
tools/measures will be used to demonstrate that the organization’s 
capacity has increased as a result of implementing this grant. 

	 Indicate which project indicators will be tracked to evaluate
 
organizational development and capacity building. 
 

	 New Partner’s Technical Assistance Plan: Provide plans for technical 
assistance for the life of the program to support areas requiring 
development. Identify the planned sources of technical assistance for 
specific interventions or other components of the program. 

7. Training Plan (Table): 

Include a table that lists the types or topics of trainings to be provided, the 
technical resources that will be used to conduct the training (material and 
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personnel), the approximate timing of each training, and who will be trained. 

8. Work Plan (Table): 

The “table” should facilitate easy monitoring of specific program activities.  
USAID believes that the work plan is a working document, for use as a tool 
throughout the implementation of the project.  The PVO may use its 
organization’s table format; however, it should include detailed information on 
the activities planned, the timeframe for implementation of the activities and 
the personnel responsible. A sample work plan template is provided in 
ATTACHMENT I. Status on these activities is to be reported on in Annual 
Reports. 

In addition to the table, a narrative can be provided if the PVO thinks that this 
provides additional information or clarity. 

V. Annexes 

1. Response to Application Debriefing: Discuss the weaknesses identified in 
the debriefing package summary score-sheet and external reviewer comments, 
and how they will be addressed in the program.  Attach a copy of the summary 
score sheet and the external reviewer comments in this Annex. 

2. Response to Final Evaluation Recommendations (if applicable):  If this is a DIP for 
a cost extension, and a final evaluation has been completed, describe how the program 
is addressing each of the recommendations made in the final evaluation.  Reference 
the section of the DIP that addresses each recommendation. 

3. Map of project area 

4. Report of baseline assessments:  Include a description of the methods employed, 
and copies of questionnaires, survey instruments and reports, and other tools used 
during the baseline assessment. 

5. Agreements:  Memorandums of Understanding, agreements, or Terms of Reference 
signed with other organizations. 

6. Organizational Chart/Management plan 

7. Resumes/CVs and job descriptions of key personnel at HQ and in the field:  (if 
different from application).  Also, include the current hiring status of all staff. 

8. Training and Technical Guidelines:  Include copies of any relevant curriculum, 
training modules, MOH guidelines that support technical intervention areas and 
activities.  
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9. Other Annexes: (as necessary) 

24 



ATTACHMENT A 

Child Survival and Health Grants Program 
USAID/GH/HIDN 

FY 2006 Detailed Implementation Plan (DIP) Review 
Draft Agenda 

1.	 Introductions & orientation to the DIP review process 

2.	 Presentation by the PVO team (15 minutes) 
• A brief overview of the project and/or baseline data 
• Important developments since the start of the program 
• Any important issues not addressed in the DIP 
• Responses to reviewer’s comments/feedback 

3.	 Discussion of critical issues prioritized and led by the CSHGP team, including 
clarifications, comments and suggestions of reviewers.  Due to time constraints: 

• Each issue will be raised/summarized by CTO/TA 
• Reviewers will provide input/comments/feedback 
• PVO will have an opportunity to respond 

4.	 Summary of Issues 

5.	 DIP Decision/Negotiation of final DIP submission 
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TTACHMENT B 

apid CATCH Ind cator Table 

entinel Measure of Child Health and Well eing 
ercentage of children age 0 3 months who are 
nderweight SD from the median weight or ge, 
ccording to the WHO NCHS reference population

revention of Illness Death 
rcentage of children age 0 3 months who were born at 

east 24 months after the previous surviving child 
ercentage of children age 0 3 months whose births were 
ttended by skilled health personnel 
ercentage of mothers with children age 0 3 m nths who 
eceived at least 2 tetanus toxoid in ections before the birth of their youngest child 
ercentage of children age 0 months who were 
xclusively breastfed during the last 24 hours 
ercentage of children age 6 months who received 

ast milk and complementary foods during the last 24 
ours 
ercentage of children age 12 3 months who are fully 
accinated against the 5 vaccine reventable diseases
efore the first birthday or
ercentage of children age 12 3 months who r ceived a 
easles vaccine 
ercentage of children age 0 3 months who slept under 
n insecticide treated net in malaria risk areas the 
revious night 
ercentage of mothers with children age 0 3 months cite 
t least 2 known ways of reducing t e risk of HIV 
nfection 
ercentage of mothers with children age 0 3 months who 
eport that they wash their hands with soap ash before food preparation, before 
eeding children, after defecation, and after attending to a child who has defecated 

nagement Treatment of Illness 
ercentage of mothers of children age 0 3 months who 
now at least 2 signs of childhood illness that indicate the 
eed for treatment 
ercentage of sick children age 0 3 months who received 

ncreased fluids and ontinued feeding during an illness in 
he past two weeks 
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A SC 2003-08 J nk
A ARC 2003-08 J /
A MC 2001-06 J
Ban CWI 2004-09 N

CRWRC 2004-09 N
Bol Cura 2002-07 N
Be M 2003-08 J
C A 2001-06 N

ARC 2004-08 N
CRS 2001-06 N
WRC 2002-07 N

C P 2005-10 N
D CRS 2005-10 J

IRC 2002-07 J
Eas H 2004-08 N
Eth CARE 2002-07 N

SC 2001-06 N
G A 2004-09 N
G Cura 2002-07 N
G SC 2002-06 N
H A -S 2005-09 N

CWI 2005-10 N
G 2004-09 N gra
H 2004-09 N

H 2001-06 N
I A 2003-08 N

CPI 2004-09 N
WV 2003-08 N /

I CARE 2005-09 N /
PCI 2003-08 N t/

K A 2005-10 N
CRS 2002-07 N

P 2004-09 N
WV 2001-06 N

K H 2002-06 N
M A 2003-08 J

M 2002-06 J
M IEF 2002-06 N

WRC 2005-09 N
M H 2005-09 J
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TTACHMENT C 
Y 2006 Child Survival and Health Grants Program 
TO and Technical kstop Country Assignments 

ountry VO tart d Dates chnical Backstop 
fghanistan ill Boezwi le 
lbania ill Boezwinkle Virginia Lamprecht 
zerbaijan ill Boezwinkle 

gladesh azo Kureshy 
azo Kureshy 

ivia mericas amita Agravat 
nin CDI ill Boezwinkle 

ambodia DRA azo Kureshy 
azo Kureshy 
azo Kureshy 
azo Kureshy 

ameroon LAN azo Kureshy 
RC ill Boezwinkle 

ill Boezwinkle 
t Timor AI azo Kureshy 
iopia azo Kureshy 

azo Kureshy 
eorgia CTS amita Agravat 
uatemala mericas amita Agravat 
uinea amita Agravat 
aiti ME ADA amita Agravat 

amita Agravat 
HA amita A vat 
HF amita Agravat 

OPE amita Agravat 
ndia KF amita Agravat 

amita Agravat 
amita Agravat Virginia Lamprecht 

ndonesia amita Agravat Cheri Vincent 
amita Agrava Cheri Vincent 

enya MREF azo Kureshy 
azo Kureshy 

LAN azo Kureshy 
azo Kureshy 

yrgyzstan OPE amita Agravat 
adagascar DRA ill Boezwinkle 

CDI ill Boezwinkle 
alawi amita Agravat 

amita Agravat 
ali KI ill Boezwinkle 



P 2001-06 J
SC (CS) 2004-09 J
SC (FP) 2004-09 J /

M PCI 2004-08 J /
Moz CARE 2001-06 J

F 2005-10 J
H 2002-07 J

WRC 2004-09 J
N A 2004-09 N

CARE 2003-07 N
P 2001-06 N

N A 2001-06 N
CARE 2002-07 N
H 2002-06 N

N H 2004-09 J
P FG 2005-09 N
P CRS 2005-09 J /

IA 2005-09 J
R D 2003-06 J Boe /
R CWI 2001-06 N

WRC 2001-06 N
S A 2003-08 N

CCF 2002-06 N
S CARE 2003-08 N

IRC 2003-08 N
S M 2004-08 J /

S 2002-07 J
Taji MC 2004-08 N

SC 2002-07 N
U A 2003-08 N

H 2005-10 N
U P 2003-06 J / nc
U CPI 2005-10 J

H 2003-07 J /
V SC 2002-07 J
Zamb PCI 2002-07 J

S 2005-10 J

C

LAN ill Boezwinkle 
ill Boezwinkle 

ill Boezwinkle Virginia Lamprecht 
exico ill Boezwinkle Cheri Vincent 

ambique ill Boezwinkle 
FH ill Boezwinkle 
AI ill Boezwinkle 

ill Boezwinkle 
epal DRA azo Kureshy/Virginia Lamprecht 

azo Kureshy 
LAN azo Kureshy 

icaragua DRA amita Agravat 
amita Agravat 

OPE amita Agravat 
iger KI ill Boezwinkle 
eru amita Agravat 
hilippines ill Boezwinkle Cheri Vincent 

ill Boezwinkle 
omania OW ill zwinkle Cheri Vincent 
wanda amita Agravat 

amita Agravat 
enegal fricare amita Agravat 

amita Agravat 
ierra Leone amita Agravat 

amita Agravat 
outh Africa CDI ill Boezwinkle Cheri Vincent 

AWSO ill Boezwinkle 
kistan amita Agravat 

amita Agravat 
ganda fricare amita Agravat 

ealth Partners amita Agravat 
kraine ATH ill Boezwinkle Cheri Vi ent 
zbekistan ill Boezwinkle 

OPE ill Boezwinkle Virginia Lamprecht 
ietnam ill Boezwinkle 

ia ill Boezwinkle 
AWSO ill Boezwinkle 

ontact Information: 
Susan Youll--Program Manager, syoull@usaid.gov; 202-712-1444 
Namita Agravat—Child Survival and Health Technical Advisor, nagravat@usaid.gov; 202-712-1692 
Jill Boezwinkle—Public Health Advisor, jboezwinkle@usaid.gov; 202-712-4546 
Nazo Kureshy—Maternal and Child Health Technical Advisor, nkureshy@usaid.gov; 202-712-4014 
Aimee Rose—Program Assistant, arose@bghsupport.com; 202-661-0355 
Cheri Vincent (TB)—USAID TB Team Advisor, cvincent@usaid.gov; 202-712-1279 
Virginia Lamprecht (FP)—Technical Advisor, vlamprecht@usaid.gov; 202-712-0146 
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ATTACHMENT D 

FY 2005 RFA List of Interventions 

1. Immunization 
2. Nutrition (including micronutrient promotion or supplementation) 
3. Breastfeeding 
4. Control of diarrheal disease 
5. Pneumonia case management 
6. Control of malaria 
7. Maternal and newborn care 
8. Family Planning/Child Spacing 
9. Tuberculosis 
10. HIV/AIDS 
11. Other infectious disease activities may be appropriate in certain sites, where they 

have an impact on child mortality. 
12. Childhood Injury Prevention 
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ATTACHMENT E 

Tuberculosis Indicator Guidance 

In tuberculosis prevention and control the primary target population is infectious adults 
with a heavy emphasis placed on the successful completion of treatment.  Therefore the 
current Rapid CATCH and KPC Survey modules are not appropriate for TB programs.  
100% TB programs will not be required to conduct the Rapid CATCH and KPC Surveys.  
However grants that contain a TB component as part of an integrated Child Survival 
Program will be required to conduct the Rapid CATCH and KPC Survey. 

All programs containing a TB component are required to report on the standard TB 
indicator “Treatment Success Rate” as defined: 

N  N -pos
s
D  T l -pos
i

umerator: umber of new smear itive pulmonary TB cases registered in a 
pecified period that were cured plus the number that completed treatment 
enominator: ota  number of new smear itive pulmonary TB cases registered 

n the same period 

Programs that are not directly addressing this indicator will need to coordinate 
with the appropriate counterparts at the National TB Program to obtain this data 
for the project area. 

Additionally, applicants should include other indicators that reflect the various 
components of the proposed TB project. Guidance on indicator selection for the standard 
components of the DOTS Strategy can be found in the “Compendium of Indicators for 
Monitoring and Evaluating National TB Programs. Volume I: Introduction to Monitoring 
and Evaluation of National TB Programs & Indicators for DOTS Components.”  This will 
be available in September 2004 at 
ht // /  and h // .tp: www.usaid.gov/our_work/global_health/id tuberculosis ttp: www.tbvrc.org

The “Compendium of Indicators for Monitoring and Evaluating National TB Programs” 
does not include indicators for TB programs that have an IEC component that educates the 
public on the general signs and symptoms of TB. For programs containing such a 
component the following indicators should be used in conjunction with other indicators 
that reflects the project. 

Proportion of population who are aware of at least 2 symptoms of TB 
Denominator: Total # of people surveyed 
Numerator: # of people who correctly identified at least 2 symptoms of TB 

Proportion of population who know that TB is a curable disease 
Denominator: Total # of people surveyed 
Numerator: # of people who correctly answered that TB is a curable disease 
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R  F

Improved Health StatusOb ective 

ATTACHMENT F 
Sample esults ramework 

Goal 

( ) / ) 

/  /

Improved (Sustained Use of Key Health Services and Practices  BehaviorsIntermediate Results 

Increased knowledge of and 
interest in… 

Increased quality of…. Increased availability  access to…. Improved social  policy 
environment….. 

Strategies: Strategies: Strategies: Strategies: 
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ATTACHMENT G

SAMPLE M&E PLAN TEMPLATE


Objective/
Result 

Indicators (by 
technical 

intervention or 
cross-cutting) 

Source/
Measurement 

Method 
Frequency Baseline 

Value 
EOP 

Target 

Objective/ 
Result 1 

Objective/ 
Result 2 

Objective/ 
Result 3 

Notes: 

Indicator: (Sample wording) % of mothers who received two Tetanus toxoid injections (card 
confirmed) before the birth of the youngest child less than 24 months. 

Method: Indicate how data was/will be collected. 

Frequency: Indicate how often data will be collected throughout life of project. 

Baseline Value: % or # at baseline. 

EOP Target: End of Project % or # collected at final evaluation. 

NOTE:  PVOs are advised to design objectives and indicators comparable to internationally accepted 
standards.  See the KPC 2000 Modules and Technical Reference Materials for internationally recognized 
and standardized indicators.  
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ATTACHMENT H 
CSHGP Performance Management Plan 
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Program Ob ective: 
To contribute to sustained improvements in child survival and 

health outcomes through U.S. PVOs NGOs and their local partners 

PR1: Improved Health Status of 
Vulnerable Target Populations 

PR2: Increased Scale of 
Health Interventions 

PR3: Increased contribution 
of CSHGP to the global 
capacity and leadership for 
child survival and health PR1.1: Increased know edge 

and mproved hea th 
pract ces and coverage 

ated to key hea th 
prob ems and ntervent ons 

PR1.2: Improved qua ty and 
ava ab ty of key hea th 
serv ces at hea th fac es 
and w th n commun es 

PR1.3: Increased capac ty of 
commun es, oca
governments and oca
partners to effect y address 
oca hea th needs 

PR2.1: Increased 
popu at on reached 
through the use of 
strateg c partnersh ps and 
networks 

PR2.2: Improved hea th 
systems and po es that 
support effect ve hea th 
programs and serv ces 
government and private 
sectors 

PR2.3: despread 
deve opment or 
adopt on of nnovat ve 
approaches 

PR3.1: Increased 
opportun es for 
support ng techn ca
exce ence 

PR3.3: Increased capac ty 
of new partners of CSHGP 
to mp ement effect ve 
hea th programs 

PR3.2: Improved 
recogn on and v ty 
of PVO work n hea th 

PR2.4: Improved 
co aborat on w th 
USAID M ss ons 

PR3.4: Increased 
capac ty of PVOs to 
part pate n sca up of 
proven hea th 
ntervent ons 
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ATTACHMENT I

         SAMPLE WORKPLAN TEMPLATE 

Major Activities 
Year 1 Year 2 

Etc. Personnel 

Q3 Q4 Q1 Q2 Q3 Q4 
Activity x x Staff 
Activity x Staff 
Activity x x Staff 
Activity x x Staff 
Activity x x Staff 
Activity x x Staff 
Activity x Staff 
Activity x x x x x Staff 
Activity x Staff 
Activity x x x x Staff 
Activity x x Staff 
Activity x Staff 
Activity x x x x x x x Staff 
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